This article lays the foundation for the other articles in this journal issue, which examine the effect of managed health care arrangements on a particular population: children. Although managed care has been used to finance and deliver health care services for decades, the meaning of this term often has been unclear to health care consumers and practitioners because new forms of managed care have evolved rapidly. The one consistent and unifying concept across all managed care arrangements is that enrollees obtain care from a network of participating health care providers who contract with the managed care organization and abide by the organization's rules. The uncertainty of what managed care is has made it difficult to measure the effect of these arrangements on health service delivery and health outcomes, especially in the pediatric population, where the development of outcome and quality measures lags behind that for adults. The incentives posed by managed care suggest both potential advantages and disadvantages to these arrangements for children. On the positive side, managed care enrollment may offer a "medical home" for primary care services to children who otherwise would obtain only episodic care; improve the coordination of health care services; and encourage more preventive health services. On the negative side, under capitated reimbursement, health plans have an incentive to enroll only healthy children with the lowest expected health care expenditures, and providers have an incentive to offer fewer services than may be appropriate. Managed care also may limit enrollees' choice of providers, particularly for specialty care. Despite the paucity of information about the effect of managed care on the delivery of pediatric health services and on child health outcomes, children are disproportionately being enrolled in managed care plans.
financing and delivering health care for more than 50 years, though the number of persons enrolled in managed care plans was relatively low until the past dozen years. Many of the new managed care plans differ substantially from the older forms of managed care, on which most of the available research is based. Thus, the extent to which past experience can help to predict future effects is limited. However, research on managed care does suggest that this move is likely to at least partially achieve its intended objectives of helping to contain costs and improving access to care for at least some of those enrolled. Managed care also may have some unintended consequences, such as reducing access to needed care for certain high-risk populations. It may improve the quality of care for some, while making it worse for others.
The purpose of this article is to lay the groundwork for exploring what the transition to managed care might mean for a particular population segment: children. Inasmuch as children are beneficiaries of employmentbased insurance, they are increasingly enrolled in managed care plans along with their parents. Children are also being enrolled in managed care plans through the nationwide conversion of state Medicaid programs from fee-for-service to managed care. Today, most states have implemented managed care programs for a majority of Medicaid beneficiaries, principally those who are enrolled through Aid to Families with Dependent Children (AFDC), a program that is composed primarily of children. 2 Children's vulnerability as managed care enrollees is related to the fact that their needs for health services are significantly different from those of adults. By nature, children grow and develop at rapid rates, placing them at special risk of the effects of illness and injury. If health problems are not identified and treated, they can affect a child's cognitive, physical, behavioral, and/or emotional development. With children, it is not enough to simply identify and treat a condition; it is essential to do so early and as frequently as necessary to prevent or minimize the adverse effects on overall growth and development. 3 Children with undetected and inadequately treated health problems may face the consequences later in life. Children are also distinct from adults in that they are entirely dependent on their adult caregivers for health services. 3, 4 Children are considered incapable of making decisions about health care on their own, purchasing services or insurance themselves, and making judgments about the appropriateness of services. Thus, the type, quantity, quality, and cost of their health care are dependent on the ability of their adult caregivers to obtain appropriate services.
The type, severity, and frequency of health conditions that children experience also differ from those of adults. 3, 4 Children usually experience a wider variety of health problems than adults, but they are usually less severe. Conversely, adults are more likely than children to have chronic degenerative conditions. 3 Certain childhood conditions, although relatively mild in single instances, can lead to long-term disabilities. Chronic otitis media (ear infections), for example, if unchecked,
History of Managed Care
The term "managed care" is a rather recent addition to the health care lexicon, appearing first in the early to mid-1980s. It encompasses a variety of financing and delivery systems, including classic health maintenance organizations (HMOs). Even the term "HMO," however, was developed long after the creation of many of the organizations that fit its description. The roots of these organizations go back decades to the group practice prepayment plans, such as Ross-Loos, Kaiser, and Group Health, which developed during the 1920s to 1940s. The concept of prepayment can be traced back to the 1850s in California, where groups of settlers, through fraternal orders or immigrant societies, arranged for the provision of medical care for their members. Some of these groups continued in existence for more than 100 years. 5 The early founders of group practice prepayment plans, such as the Ross-Loos clinic in Los Angeles and the Kaiser programs, believed that health care could be improved by combining prepayment of services, which eliminated the financial barriers faced by patients at the time they needed care, with the sharing of medical records and the ease of consultation in a medical group. The focus was on the improvement of medical care quality, rather than financial success, and many of the concepts in these plans built on a public health approach that encouraged prevention and a populationbased focus. Thus, these plans included prenatal care, well-baby visits, and immunizations in their standard benefit packages, with small or no copayments, in an era when even the hospital costs of maternity stays were often excluded from traditional insurance.
By the early 1970s there was increasing evidence that group practice prepayment plans, or prepaid group practices (PGPs), took care of their populations at a substantially lower cost than-and with comparable quality to-fee-for-service providers. In fact, one well-designed study showed even better prenatal care among women in a prepaid group practice-the Health Insurance Plan of Greater New York-than among those in the general population. 6 The Nixon administration wanted to encourage people to enroll in such prepaid plans as a cost-containment measure, but faced stiff opposition from organized medicine, which found the idea of prepaid group practices anathema. There were, however, some examples of medical society-sponsored plans that accepted financial responsibility for the review of services delivered by their members. 7 These "foundations for medical care" were acceptable to the American Medical Association (AMA), probably because of their relatively open panels, which included nearly all the physicians in a geographic area. Nixon's strategy for prepaid health plans developed a new name-health maintenance organizations-to incorporate two types of delivery systems: the prepaid group practice and the independent practice association (IPA), a new term for the foundation model. In the 1980s, in a similar attempt to relabel existing concepts, the term "managed care" was applied to identify these two new varieties of HMOs, as well as other approaches by the insurance industry that more tightly controlled medical care utilization through selective contracting with smaller panels of providers.
This brief historical digression is intended to point out that some managed can lead to hearing loss and sometimes learning disabilities. Other rare but severe conditions such as spina bifida and sickle cell disease manifest themselves early and require ongoing monitoring and expensive tertiary care services.
Given the differences between adults and children, the crucial issue to be considered in this journal is whether the changes in benefit packages, referral relationships, and incentives associated with managed care benefit or harm children. Such effects may be similar to the effects for adults, or there may be a different effect for children, either because their needs are different or because the design of managed care programs has focused largely on adults.
care plans can trace their heritage to organizations that have been at the forefront of attempting to improve both medical care coverage and quality for decades, and have data to back up these claims. In contrast, other organizations under the managed care rubric were established with a costcontainment focus, and have little history in the reorganization and coordination of medical care delivery. The available research evidence is drawn largely from the first group of health plans, while most public perceptions of managed care may stem more from the behavior of newer managed care models. This disconnect makes it complicated to undertake a critical review of the evidence on managed care, while simultaneously being policy relevant.
Managed Care Defined
The term "managed care" refers to a variety of financing and delivery arrangements. The single unifying characteristic of these various approaches is that those enrolled in managed care plans are encouraged or required to obtain care through a network of participating providers, who are selected by the managed care organization and who agree to abide by the rules of that organization. 8, 9 This is in contrast to fee-for-service arrangements, in which patients typically may seek care from any licensed health care professional or organization, and providers may perform services based on their individual judgments about what is appropriate or needed. An insurer, however, may decide after the fact not to reimburse the patient for certain services received. The primary purpose of limiting the range of providers available to patients enrolled in managed care plans is twofold: to control the patient's access to services, and to control the behavior of health care providers. A limited network of providers not only restricts utilization to those providers within the plan but also permits the plan to exert control over participating providers with respect to utilization. By controlling access to and use of health care services, plans can better control health care costs. While the primary rationale for limited networks may be cost control, this approach also provides a tool whereby a responsible plan may exclude providers of poor quality. The nature of managed care, however, may dissuade the best providers from belonging. Thus, the implications for quality must be considered.
The ways in which managed care plans control access and utilization vary among the different managed care models. The extent to which enrollees may seek services from providers outside of a plan's network depends on the type of managed care plan and the model adopted by the plan. For example, most HMOs do not provide coverage for services outside of their networks. Beyond this single, consistent characteristic of managed care, plans vary widely in other important ways. As Table 1 illustrates, plans differ in terms of the degree of risk that is placed on the physicians, as opposed to the plan or the payer; the relationship among the physicians within the network; and the exclusivity of the relationship between the plan or intermediary and the medical group.
n HMO plans usually have two defining characteristics: providers are at direct or indirect financial risk for providing services, and enrollees have no coverage for out-ofnetwork use. The five commonly identified types of HMO plans presented in Table 1 are distinguished from one another by the organization of physicians who deliver the services and by the exclusivity of the relationship between the plan or intermediary and large medical groups.
n Preferred provider organization (PPO) plans have three defining characteristics. First, they do not put their network physicians at risk by capitating per-enrollee reimbursements. Instead, they normally pay physicians on a fee-for-service basis, often at a rate discounted from usual, customary, and reasonable charges. Second, PPO enrollees usually receive services from a network of solo or small-group physicians and a network of hospitals that have nonexclusive relationships with the PPO, though some enrollees may receive services in large-group practices. Third, PPO enrollees Those enrolled in managed care plans are encouraged or required to obtain care through a network of participating providers.
receive some benefit coverage if they obtain health care services from a non-network provider.
n Point-of-service (POS) plans may be thought of as HMOs with PPO "wraparounds." They are defined by one typical characteristic. Enrollees can choose to obtain services out-of-network and still obtain some coverage for those services. POS plan enrollees pay higher premiums than do those enrolled in traditional HMOs.
Trends in Managed Care Enrollment
During the past 15 years, the health care system in this country has been dramatically transformed from one dominated by fee-for-service arrangements to one dominated by managed care. Within this short period, the number of Americans enrolled in some form of managed care has risen 14-fold. 10 It is estimated that more than 58 million people were enrolled in HMOs and 10.8 million were covered by POS plans in 1995. 11 Enrollment figures for children are more sketchy; an estimated 16.7 million children, or 22% of all children under the age of 20, were enrolled in managed care plans in 1994 12 (see Table  2 ). Children are more likely to be enrolled in managed care than their distribution in the population would suggest. In 1994, children represented nearly 33% of HMO enrollment, but only 29% of the U.S. population.
This rapid and widespread move toward managed care is largely a reflection of payers' interest in controlling their costs. 1, 13 Both employers and government sponsors are under increasing pressure to contain costs, including those related to health insurance for their employees. Many employees are willing, although not always happy, to enroll in managed care plans, which typically require less employee cost sharing than fee-for-service alternatives. In some employer-sponsored health plans, as well as most state Medicaid programs, consumers are no longer given the choice between managed care and fee-for-service arrangements, but instead are required to accept managed care enrollment. Although both increases in health insurance premiums and growth in Medicaid spending have slowed in recent years, 1, 14 forecasters predict that managed care will continue to assume 
Characteristics of Common Types of Health Plans
a greater proportion of the market. Understanding the implications of these trends is essential not only for the populations currently enrolled but for future enrollees as well.
The largest increases in managed care enrollment have occurred in the private market, although participation in managed care also has risen in government programs such as Medicaid. Since the early 1980s, when federal restrictions on managed care enrollment were much more relaxed, the number of Medicaid beneficiaries enrolled in managed care has risen 15-fold, from three-quarters of a million in 1983 to more than 13 million in 1996. 2 While enrollment in managed care is increasing across the country, it has not taken hold to the same degree in all regions. Managed care typically is more popular in urban than in rural areas, although there is considerable variation across metropolitan areas. A recent survey of persons with commercial health insurance that examined enrollment in fee-forservice, POS, PPO, and HMO plans in 177 metropolitan statistical areas found that, overall, 22% of individuals reported being enrolled in fee-for-service plans, 4% in POS plans, 34% in PPOs, and 40% in HMOs 15 (see Figure 1) . These averages mask the high degree of variation within each category. In addition, this survey revealed some regional patterns, with the highest HMO enrollment in the Pacific West, the highest PPO enrollment in the South, and the highest fee-for-service enrollment in the Northeast.
Managed Care and Families
From the perspective of a family with children that is looking for a suitable health plan, some of the characteristics that distinguish various types of managed care-and even the differences between managed care and fee-for-service plans-may not be apparent, with some notable exceptions. Under managed care, parents usually select for their child a primary care provider, who provides the bulk of care and approves referrals to specialists as appropriate. This approach has the advantage of assuring linkage to a "medical home" in the form of a primary care provider who is chiefly responsible for a child's care.
However, a family that switches to managed care from a fee-for-service plan or from another managed care plan may find that its usual physician or hospital is not part of the new plan's network. Restrictions on the providers that family members may use can affect health care for children in several ways. This approach limits the family's choice of a primary care provider and eliminates its ability to "self-refer" for care. For situations in which a prior relationship was developed between a provider and a family, the disruption of this relationship can create hardships. This is particularly problematic when a child or a family has special needs. Caring for a chronically ill child, for example, requires frequent monitoring by a physician familiar with the child's history. A child's care may be compromised by enrolling in a plan if his or her usual physician can no longer be seen, or if the network does not include a physician with a similar level of specialized training. While employers and government funders often evaluate managed care plans to make sure they have a sufficiently broad network of providers to assure quality of care, these assessments may not be sensitive to the special needs of children.
For example, a plan may have to include cardiologists and pediatricians, but may not be checked for pediatric cardiologists specifically.
Disruption of provider-family relationships also can be problematic for families with needs that were met by a particular provider-such as language translation services-if the list of network providers associated with their new plan does not offer the same services. Families that can afford the higher premiums associated with POS plans may avoid these difficulties, because the option exists under these plans to obtain services from non-network providers. For low-income families enrolled in Medicaid managed care, however, access to out-of-plan providers is almost never available.
Although it may not be apparent to most families, the degree to which providers assume financial risk for the services they provide can influence health care delivery for children. Managed care normally shifts financial risk from the sponsor of coverage-the government or the employer-to another payer or to providers. For example, under Medicaid managed care, the payers (the federal and state governments) shift financial risk to participating health plans. While the payers are still responsible for the premium, financial risk for costs beyond the premium rests with the plan, or is passed on to providers. From the payer's perspective, the principal advantage of this approach is that it limits expenditures and makes them more predictable. While costs may rise from year to year based on renegotiated contracts with plans, the payer knows with some certainty how much will be expended within the time frame of a given contract. This is in stark contrast to fee-for-service arrangements, in which the payer is largely unable to either control or predict spending, since retrospective payments are made as services are rendered.
Services tend to be provided more conservatively when the providers are at risk for the cost of the care they offer or prescribe. This occurs with fully or partially capitated arrangements and other forms of managed care in which providers are financially rewarded or penalized by the plan depending on the health care expenditures of their patients. Indeed, risk bearing among providers is designed to eliminate the financial incentive to provide unnecessary services that exists under fee-for-service arrangements and to encourage, if not force, providers to consider the costs associated with their patients' care. For many children, a conservative approach to treatment may not be problematic, since children usually are healthy, and few face life-threatening or disabling conditions. However, for those children with chronic or serious acute conditions, the financial incentive to withhold services inherent in provider risk-bearing arrangements has the potential to lead to delays in the receipt of needed care, if not the withholding of care altogether. While anecdotal evidence suggests that special needs children have been affected by the incentive to withhold care in managed care plans, no sound data exist to prove or disprove this concern.
It is important to note that fee-for-service coverage under most employer-sponsored plans includes deductibles and coinsurance paid by the enrollee. These cost-sharing arrangements pass part of the risk to the enrollee and serve as financial barriers, reducing patient demand for care. Although managed care plans typically require lower patient contributions than fee-for-service plans, families are likely to detect the varying degrees of financial risk that they must assume under different managed care arrangements. Plans with more restrictions on physician selection tend to be less costly to families in terms of premiums, copayments, and deductibles. Conversely, greater flexibility typically brings with it higher costs to families. Thus, whether a family selects among managed care plans or between managed care and fee-for-service coverage, the greater degree of flexibility in selecting physicians will likely be accompanied by higher costs to the family.
Managed Care Products: Choices for Families
The characteristics that distinguish the various types of managed care plans are complex, as are the considerations that families PHOTO OMITTED must factor into the selection of a health plan. However, not all families have the opportunity to select the type of plan that they want for their children. A significant number of children-nearly 14 million in 1995-have no health insurance at all. 16 Arguably, for these children, any insurance, even highly restrictive coverage, is preferable to none at all. Children enrolled in Medicaid are largely unable to select the type of insurance they hold. Increasingly, states are mandating that Medicaid beneficiaries enroll in managed care. As of 1995, some 43 states and the District of Columbia were operating mandatory Medicaid managed care programs. 2 Under federal law, states must offer families a choice of plans, but typically, only a handful of plans are available from which to select.
For children in families that do have the option to choose among plans, choices vary from employer to employer. For the purposes of illustration, the authors examined a large California employer that offers employees six major health plans, with additional options associated with some of these. As Table 3 indicates, the health insurance menu available to these employees ranges from four no-cost or very-lowcost HMOs to a more expensive POS plan to a very expensive fee-for-service option. The balance of the premium costs is assumed by the employer. Employees are expected to make additional contributions, again at different levels depending on the plan. By and large, the plans require no copayments for hospital services except for emergency room care. Families are required to make nominal copayments for physician visits. In the case of the fee-for-service plan, physician visits, hospital stays, and emergency room visits are treated differently. The plan covers 80% to 90% of reasonable and customary charges, with the family assuming all additional costs. All of the plans make an exception to the copayment requirement for well-child visits for young children. Both the fee-for-service and the POS plan apply annual deductibles, which cost up to $400 for a family under fee-for-service and $750 or more for a family that opts to coordinate its own care and/or use out-of-network providers. Notably, it required several years and some pressure by the employer to attain uniformity in benefits across these HMOs. In most other situations, small but sometimes significant differences may be present among plans, and may not be apparent to potential enrollees. For example, each plan can maintain its own drug formularies and can decide which new procedures are investigational, and therefore not covered.
The cost of care for employees in this firm can be relatively low under the HMO plans, but fairly high under the POS and feefor-service plans, even for low utilizers. In return for higher costs, employees under the more expensive plans are able to exercise considerable freedom in selecting physicians. Conversely, the least expensive plans are highly restrictive, limiting physician selection to those within their networks. In these ways, the plans offered by this employer reflect the range of plans that are generally available.
Managed Care: Is It Good or Bad for Children?
Most observers would agree that the transition from fee-for-service arrangements to managed care presents both challenges and opportunities in the provision of services to children, at least in theory. Managed care has the potential to affect access to health care, the quality of care received, and health care costs in countless ways. Proponents of managed care argue that it can result in improvements over fee-for-service coverage through enhanced coordination and convenience of health care services, an emphasis on prevention, and flexible benefits. Unlike fee-for-service coverage, which merely promises to reimburse patients for the care they obtain, managed care has an obligation to provide services for the people enrolled in the plan. This means that the plan's administrators know who is enrolled and should keep track of the services they receive, although the availability of this information may vary depending on the The least expensive plans are highly restrictive, limiting physician selection to those within their networks.
sophistication of automated systems for patient encounter data. A conventional feefor-service insurer may not even know how many children are covered in a family, let alone whether they have received their immunizations, especially if such services are excluded from the benefit package. A managed care plan should keep track of exactly which children are enrolled and whether their immunizations are up to date, thus providing mechanisms to improve access to and coordination of care.
Opponents of managed care argue the reverse, citing the potential to create barriers for children through financial disincentives to provide quality care, selection of predominantly low-risk enrollees, limitations on providers and services, and other system-related obstacles to care, especially Note: Separate vision care and dental plans are available independent of enrollment in these health plans.
* OPT = Occupational and Physical Therapy Table 3 Health Insurance Options for Employees at a Large California Firm specialty care. Which of these perspectives is correct, if either, remains an unresolved question, though existing evidence in support and in dispute of these views is presented elsewhere in this issue. It should be noted that managed care is not like a new, uniformly manufactured antibiotic, which can have uniform effects. It is possible that some plans improve quality, while others restrict it, and some truly save money while others merely shift costs.
Why is more not known about the effect of managed care on children and how to design optimal programs for them? While there is a large and growing body of literature based on the Medicaid managed care demonstrations during the 1980s, the applicability of these data is limited. Most of the current knowledge regarding managed care and children was derived from studies of Medicaid recipients. 17 This research is limited, in part, because these studies assessed Medicaid managed care programs operating a decade or more ago, at a time when the nature of managed care was dramatically different from what it is today. Most of the Medicaid managed care demonstrations were largely voluntary, in contrast to today, when virtually all Medicaid families in some areas, especially those that receive AFDC, are required to enroll in managed care plans. Finally, many earlier studies were methodologically weak in that they lacked control groups in fee-for-service delivery systems. Consequently, the findings of studies from 15 years ago may not be relevant in today's managed care environment.
The diversity of approaches to managed care further complicates efforts to understand its impact, since different models are likely to have different effects on access and costs. 18 For example, because physicians directly treat patients or prescribe health care services, utilization may be more tightly controlled in models in which physicians, rather than large employers or large health plans, hold the risk. Care must be taken to distinguish among the various approaches when analyzing the effects of managed care on children and designing programs for them.
Lack of strong evidence about the impact of managed care on children is also a function of fundamental problems with the current state of knowledge about measuring the effects of health services in general, which prohibit a broader understanding of managed care. There is little agreement, for example, about which outcomes to monitor, how to measure them, and what constitutes appropriate comparison groups, particularly with respect to children. After years of effort, researchers have managed to create only a small number of basic quality-of-care measures. The measures that do exist tend to be applicable to highprevalence health conditions experienced by large numbers of individuals-such as prenatal care and immunization ratesrather than to low-prevalence conditions affecting relatively few individuals with substantial health needs. Both types of assessments are needed, just as one would want to assess airlines both on their on-time arrival rates and their safety records.
Conclusion
The dramatic shift to managed care in recent years could have significant implications for children. Most observers agree that if well designed and executed, managed care may have the potential to reproduce for children the cost savings, improved quality, and greater access that it has created for middle-class adults. However, the evidence in support of managed care, while convincing for middle-class adult populations, is inconclusive and sometimes contradictory for children. Information derived from the managed care experiences undertaken thus far offers little guidance about what constitutes optimal design and implementation for children. That managed care is undergoing widespread adoption in the absence of such information may be cause for concern.
Policymakers and program planners concerned about children currently face a significant dilemma. The movement toward managed care has developed an undeniable momentum. At the same time, there is little empirical evidence to demonstrate that this is an appropriate movement, or to show how the potential benefits of managed care can be maximized and the potential harms minimized. This lack of conclusive data suggests the need to either slow the conversion momentum until information can be gleaned from current experiences about the effect on children, or put in place policy levers so that modifications can be made, if needed. There is a particular need for research on the effects of managed care on nonpoor children, for whom virtually no reliable information is available. A commitment to and investment in research and monitoring by the federal and state governments, philanthropic organizations, and health plans is crucial to these efforts.
To support the collection and analysis of information on the effects of managed care on children, a number of actions are required. First, efforts to develop childspecific measures, particularly outcome and quality indicators, should be further supported and accelerated. The simple indicators included in report cards that publicize physician and health plan performance and other reporting methods in current use are wholly inadequate for children. 19 In the absence of data that assess the quality of and access to plans for children, managed care in general and individual plans specifically will continue to be evaluated in terms of adult needs and adult standards. A number of organizations, including the federal Maternal and Child Health Bureau and the Agency for Health Care Policy and Research, as well as the National Committee for Quality Assurance and the Association for Health Services Research, have devoted resources to exploring the development of indicators for children. These and other efforts should continue.
Ultimately, successful development of child-specific indicators may depend on the completion of comprehensive managed care evaluations to identify reliable, sensitive measures. Adequate investments are needed to support such research, as well as to develop and execute comprehensive monitoring systems in the public and private sectors. A model for monitoring and evaluating managed care for children with chronic illnesses and disabilities developed by Newacheck and colleagues identifies seven domains for monitoring and evaluating the effects of managed care on such children. 20 These domains, which include health outcomes, quality of care, satisfaction with care, expenditures for care, utilization of services, family impact, and access to There is little empirical evidence to demonstrate how the potential benefits of managed care can be maximized and the potential harms minimized.
care, can be easily applied to children in general, as can the overall monitoring framework, with only minor modifications. Rosenbaum offers another approach to monitoring and measuring quality of care for children in managed care organizations that is equally useful. 21 This approach examines quality of care as a function of the structure of the health care system, the process used to deliver care, and the resulting health outcomes.
A commitment to and investment in the development of child-specific measures and the conducting of comprehensive evaluation and monitoring of managed care for children, coupled with a slowdown in the growth of managed care expansions affecting children, represents perhaps the most prudent approach that policymakers, program planners, and health plans can take today. The adoption of these measures, along with a willingness to make modifications in the design of plans, adjust payment levels, and reconsider target populations as needed, may provide the best assurance that managed care produces the most benefit for children.
